multilevel training on philosophy and skills for promoting accountability.
Participants were polled about the robustness of selected elements at their organization. For example, only 61% reported that their organization had "leadership commitment to address …," but 94% described themselves as personally committed. A complete analysis of the degree to which an organization has the critical elements in place to address behaviors that undermine a culture of safety can identify keys to increasing the likelihood that a safety/quality initiative will achieve its goals. Barriers to taking action (eg, competing priorities and fear of antagonizing influential individuals) and reasons to act (eg, patient safety, community reputation, and staff retention) were identified and discussed. Benefits of applying this approach at Vanderbilt and elsewhere included reductions in patient and coworker complaints about physicians, reductions in physicians' malpractice claims and suits, substantially increased organization-wide hand hygiene and fewer hospital-acquired infections, and positive returns on investment in various safety/quality initiatives.
Postscript: Dr. Y continued to accumulate patient and coworker concerns, received tiered interventions, and ultimately underwent screening by a qualified physician assessment program, which revealed early stages of cognitive impairment. This case and the presentation highlight the importance of identifying and addressing behaviors that undermine a culture of safety.
T oo often surgeons proceed under the fallacy that patient satisfaction is determined at the end of the encounter, not at the beginning. They may believe, incorrectly, that if they "reimplant" the severed finger, anything else that occurs may be forgiven. However, initial impressions are quick to form and difficult to change, whether we are speaking with patients or their family members, speaking with new members of our team, interviewing, or meeting surgeons at a national meeting for the first time.
Research has indicated that within the first few minutes of the initial interaction, people decide the competency of a person and whether to continue the new relationship. Specific variables during the initial interaction can have significant influence on outcomes, especially during certifying examinations 1 when the examiners should be able to recognize an acceptable answer.
These variables 2 that can be observed and measured include, but are not limited to, reciprocity of language (correct level of vocabulary), direct eye contact with the listener, professional image of the surgeon, etiquette or cultural literacy, silence (reaction-time latency), posture, rate of speech, use of vocal segregates ("ah," "you know," "okay"), grammar, volume, and use of proxemics (space).
Dedicated feedback and deliberate practice of these variables during residency training and beyond will affect positive change. The key is to identify strengths and weaknesses and then to focus on 1 behavior through the adult skill development steps (unconsciously incompetent, consciously incompetent, consciously competent, and unconsciously competent) until the behavior becomes a habit. Surgeons, unlike other physicians, must change their clothes and behavior in a variety of settings (outpatient, operating rooms, national conferences, legal proceeding, scientific presentations, and community). Ignorance of the power of It may be time to rethink the traditional roles of mentors and mentees. A mentor is traditionally thought of as someone who is wise, experienced, and senior and who provides advice and support to a junior colleague. The role of mentor is often selfassigned, and the mentees may be a fairly passive recipient of the advice and influence of their mentor. However, this traditional view of mentorship is far too limiting. Effective mentors may take many shapes. They may be peers who are willing to provide meaningful feedback to a colleague or a professional coach who has made a career out of helping others reach their potential.
The Oxford Dictionary defines mentee as "a person who is advised, trained, or counseled by a mentor." 1 This definition is also too restrictive and far too passive. Mentorship is more effective when the mentee takes active role as the mentor in the relationship. Mentees should actively identify and invite people to act as mentors. Mentees need to be clear about what they need from their mentors and have a discussion about how to make best use on the mentor's time and influence. 2 Developing and maintaining strong mentoring relationships can make a significant difference in enabling professionals to reach their goals. Both mentors and mentees should actively work to improve their skills in making that relationship meaningful. In addition, professionals today may want to explore other models of social learning, such as peer coaching and learning collaboratives.
PEER COACHING AND LEARNING COLLABORATIVES
Coaching differs from mentoring in that it focuses on specific competencies rather than overall development.
3 Much of the leadership coaching you may be familiar with is provided by professional coaches, and the focus is on skill building, encouraging specific behaviors, and self-reflection. However, peer coaching is much less costly and can be very effective.
Peer coaching is a process through which colleagues within an organization work together to test ideas, give and receive feedback, and teach one another or solve problems in the workplace. While the word "coach" implies that there is an asymmetric relationship, peer coaching is meant to be nonhierarchical in nature and participants work together in a supportive fashion and everyone is both coach and learner. 
